physical and microscopic examination of three consecutive samples stool, including concentration technique for ova of helminthes, routine urinalysis, plain X-ray abdomen, endoscopy of the upper gastrointestinal tract, ultrasonography of the whole abdomen and chest radiograph. Selective investigations include-serum amylase, fasting blood sugar, ECG, ERCP, CT Scan of the abdomen and barium follow-through X-ray of small bowel. Relevant data were collected and enclosed into a preformed data collection sheet. The diagnosis of particular disease was made using the diagnostic criteria. Duodenal ulcer was diagnosed by the presence of abdominal pain of epigastric origin which was episodic, sharp, burning or gnawing in nature, hunger pain, nocturnal pain, periodic, associated with epigastric tenderness and endoscopically proved ulcer in the duodenum. Gastric ulcer was diagnosed by the presence of abdominal pain of epigastric origin, episodic, sharp or burning in character, pain precipitated by taking food, associated epigastric tenderness and endoscopically proved gastric ulcer. Non-ulcer dyspepsia 4 was diagnosed by patients without peptic ulcer or any recognized anatomicopathological entity presented with periodic, postprandial epigastric pain that was typically relieved by food or antacids, or dysmotility-like dyspepsia characterized by abdominal distension, fullness, early satiety and/or nausea after meals. Diagnosis of Irritable bowel syndrome was made by the presence of abdominal distension, pain relief with bowel action, more frequent and looser stools with the onset of pain, mucorrhoea and sensation of incomplete evacuation following defecation. A subject with upper abdominal pain was put in this category only if the pain was at least partly but consistently relieved by clear bowel movement spontaneously or induced in patients with constipation by isphaghula husk or enema simplex. 5 Helminthiasis was diagnosed by presence of ova or larvae of helminthes were found in stools and the upper abdominal pain were abolished or substantially reduced by anti-helminthic therapy. 5 Diagnosis of cholelithiasis was made by ultrasonographic or ERCP finding of gallstone and small contracted gall bladder. Acute pancreatitis was diagnosed by high serum amylase and ultrasonographicfindings of acute pancreatitis. Chronic pancreatitis was diagnosed by ultrasonographic or ERCP features of chronic pancreatitis and/or radiological finding of pancreatic calcification.
Data were consolidated, grouped and analyzed.
Results and observations:
One hundred and four patients were included in the study.Out of total admitted patients, subjects presented with upper abdominal pain were 100 (2.19%) in number, in whom 61(60.58%) were male and 39 (39.42%) were female patients. Male subjects were higher in number among the patients present with upper abdominal pain (M:F=1.56:1) ( Table I) .
Their age ranged between 18 and 70 years with a mean of 39.47 years (Table II) . Out of 100 cases, majority were nonsmoker. Forty patients were smokers with a male and female ratio was (M: F =3.44:1).
Among the male (61cases) patients, 22 were businessmen, 15 were day laborers, 6 were service-holders, 11 were farmers and 7 were students by profession. Among the female (39 case) patient majority were house wives (33 cases), 3 were service-holders and 3 were students by profession. were female. In this study male patients were more in number with male and female ratio was 2.6:1.
Out of 36cases of peptic ulcer, 26(72.22%) were detected to have duodenal ulcer and 10(27.78%) were gastric ulcer. Male and female ratio in duodenal and gastric ulcer was 3.33:1 and 1.5:1 respectively ( Table-IV) .The ratio between duodenal and gastric ulcer was 2.6:1.
Several quite different diseases could be distinguished in subjects presented with upper abdominal pain (Table III) . Forty six (45.19%) subjects had no organic disease, with a male and female ratio was 1.14:1. Peptic ulcer disease topped the list. Thirty six subjects (34.62%) had peptic ulcer disease (PUD).Of them 26 cases (25%) were male and 10 cases (9.62%) Irritable bowel syndrome ranked second in order of frequency (24 cases=23.08%). It was more common in males than in females (9 cases =37.5%) with a male and female ratio was 1.67:1. Predominantly constipating type was more common (15 cases=62.5%) than predominantly diarrhoeal form (2 cases=8.33%) ( Table V) . Seven cases (29.17%) had diarrhoea alternating with constipation. (Table VI) . In five subjects (4.81%) with proved helminthiasis upper abdominal pain was relieved by administration of antihelmintic. Ova of ascaris lumbricoides were found in their stools. Among the rest of 99 subjects in the study, 21 had ova of ascaris lumbricoides, 27 had ova of entero-bius vermicularis, 5 had ova of hook worm and 2 had mixed infestations. Four subjects (3.85%) had cholelithiasis. Three patients were female and one was male.
Four patients (3.85%) were diagnosed as gastric carcinoma proved by histological examination of endoscopically obtained biopsy specimens from the lesion. Out of 4 patients three were male and one was female. All of them were aged patient (>50 years) and presented with features of gastric outlet obstruction and severe anaemia along with upper abdominal pain.
Four patients (3.85%) had amoebic liver abscess, three patients were male and one female. All of them had past history of amoebic dysentery.
Chronic pancreatitis was diagnosed in three (2.88%) subjects of the study. Two patients were female and one was male and all of them had chronic calcific pancreatitis. One male patient had also diabetes mellitus.
One male patient (0.96%) had acute pancreatitis. He had history of chronic alcohol intake.
In one subject, the cause of upper abdominal pain could not be defined. 8 subjects had combination of diseases, 6 subjects had PUD with IBS, 1 subject had PUD with ascariasis, and 1 had PUD with cholelithiasis.
Out of 100 patients presented with upper abdominal pain, 92patients (90.38%) were diagnosed as peptic ulcer disease clinically at first interview with patients. Among them 46 patients were male and 46 female. Subsequently, investigations showed that 36 patients (34.62%) had endoscopically proved peptic ulcer disease. 58 patients were misdiagnosed as peptic ulcer disease. There was significant discrepancy (56 cases=6 1.70%) between clinically diagnosed and endoscopically diagnosed peptic ulcer disease (Table  VII) . Endoscopy of upper gastrointestinal tract was also done in patients who were not clinically diagnosed as PUD. Of them none had PUD. In the present series, 45.19% of subjects had no organic disease with a male and female ratio of 1.14:1. Among the patients getting admitted in medicine units of medical college hospital, 5.19% patients were presented with upper abdominal pain, in whom 60.50% were male and 39.42% female.
Quite a good number of diseases could be diagnosed in subjects presented with upper abdominal pain. Peptic ulcer disease topped of the list. This was also the commonest organic case. 34.62% had peptic ulcer disease. It was more prevalent in males with male and female ratio of 2.6:1. 7 Among the patients with PUD, 72.22% had duodenal ulcer and 27.78% had gastric ulcer. Male and female ratio in cases of duodenal and gastric ulcer was 3.33:1 and 1.5:1 respectively. It appeared that the diagnosis of PU may be reasonably excluded when periodicity, relief of pain by food or antacids, pointing sign or epigastric tenderness were absent. However, they may occur in patient without PU (low specificity). Aggravation of pain by food intake was more common, as reported by other workers. 8, 9, 10 It appears that positive diagnosis of PU cannot be made by the presence of individual symptoms. Sensitivity of pointing sign and epigastric tenderness is low because both can be present in PU, IBS and NTJD, a fact that indicating that they are of little value in distinguishing among these diseases. The mean ages of the patients were 36.50 years and 45.6 years in case of duodenal ulcer and gastric ulcer respectively. This age incidence correlates with common age of peptic ulcer disease as shown by various worker's. 11 Sheppared et al. 12 in 1987 showed higher age incidence in Western People. The ratio between duodenal ulcer and gastric ulcer was 2.6:1 which is similar in Western World. In United Kingdom it was 2.3:1. In Indian population it was higher l2.13:1. 13, 14 The much lower ratio in this series may possibly be explained by the correct localization of the ulcer after recent advancement of diagnostic technique i.e. by direct visualization of the ulcer point through a fibre optic endoscope.
Irritable bowel syndrome ranked second in order of frequency (23 08%) IBS was more common in male with male and female ratio of 1.67:1. Predominantly constipating type was more common (62.5%). Among the non-organic causes of upper abdominal pain, IBS topped the list representing 23.08%. In the Western societies IBS is the commonest gastrointestinal syndrome. 15, 16, 17 IBS patients also complained of nocturnal pain. 9, 11 Mean age of presentation of IBS was 30.43 years. It is consistent with the usual age of presentation of IBS. In studies of different workers 18 IBS was more common in young female patients. 19 The higher frequency in male in this series may, probably explained by the fact that the most female patients with mild upper abdominal pain and altered bowel habits do not get admitted in hospital.
In this series, NUD was common cause after PUD and IBS. 21.15% subjects had NUD with male and female ratio of 1:1.2 NUD is at least twice as common as PUD. 20 But in the present series it ranked third in order of frequency after PUD and IBS. This discrepancy may probably be explained by the fact that most patients with dyspeptic symptoms do not get admitted in hospital but consult with local doctors or treated themselves by self-medication. The mean age of presentation was 29.62 which is consistent with usual presentation of NUD according to most workers. 21 Female predominance in incidence in this series is also consistent with other studies. 22, 23 Helminthiasis was found to be a cause of upper abdominal pain. 4.81% had helminthiasis. Helminthiasis is considered to be a common cause of upper abdominal pain in Africa. 24 In this series some others causes of upper abdominal pain were identified including cholilithiasis (3.85%), gastric carcinoma (3.85%), liver abscess (3.85%), chronic pancreatitis (2.88%) and acute pancreatitis (0.96%). In one subject, cause could not be identified.
PUD is the most common organic cause for recurrent dyspeptic symptoms in many countries. 25, 26 Most patients presenting with the symptoms suggestive of peptic ulcer could be correctly diagnosed solely on clinical basis was emphasized by Moynihan. 27, 28 It should be noted that eight subjects had combination of diseases, usually combination of an organic disorder with a functional one.
Out of 104 patients presented with upper abdominal pain in this series, 90.38% were diagnosed clinically as peptic ulcer disease. Among them 34.62% had endoscopically proved peptic ulcer disease. There was significant discrepancy (61.70%) between clinically diagnosed peptic ulcer disease and endoscopically confirmed peptic ulcer disease. These findings are consistent those of other workers. 29, 30, 31 Moynehan emphasized only the clinical basis for the diagnosis of peptic ulcer, but in a recent series by Azad Khan et a.l 32, 33 Most of the patients (72.22%) of peptic ulcer disease had epigastric tenderness. 62.5% and 36.36% of patients with IBS and NUD respectively had no abdominal tenderness. 36, 37, 38 In endoscopicalled proved PUD patients, all of them had upper abdominal pain and 84.62% had heart burn, 30.77% had history of haematemesis and/or melaena, 92.3 0% had epigastic tenderness 76.92% had positive pointing sign, 96.15% had periodicity, 76.92% had nocturnal pain.
Pointing sign was also positive in 33.33% and 27.27% of patients with IBS and NUD.
Conclusion:
An attempt has been made to evaluate the patients with upper abdominal pain of various duration. Concrete conclusion could not be made after reviewing such small number of cases, as they are not the representative of the whole population of the country. Though there is some variation of age and sex incidence compared with Western studies, the result in some instances, e.g. symptomatology and physical signs correlates well with their results.
There can be no doubt that whatever the mode of presentation, it can be diagnosed both clinically and by investigations, and then the correct management of course, will definitely ameliorate the condition of the patient.
In conclusion, it may be asserted that majority of patients with upper abdominal pain do not have peptic ulcer. 2 Functional gut disorders are common causes of upper abdominal pain. 3 A hurried history taking and overemphasis upon physical signs will lead to erroneous inclusions of such cases in the category of peptic ulcer. 4 A carefully taken history and its rational interpretation may help in diagnosis. Thus simple means like explanation, reassurance and dietary advices may save a lot of antacids, H 2 blockers and proton pump inhibitors, in many cases. So much unnecessary use of money and drugs can be avoided.
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